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ABSTRACT

This study was designed to determine if a significant
relationship existed between The Underwood Category System for Analyzing
Supervisor-Clinician Behavior (UCA System) and the Content and Sequence
Analysis of the Supervisory Session (CSA System) by comparing the
information obtained from the two procedures.
Subjects for this study were five faculty members and numerous
student clinicians enrolled in clinical practicum at the University of
North Dakota Speech and Hearing Clinic.

Thirty-four supervisory

conferences were audio-tape recorded in the supervisors' offices.

The

second five minutes of each conference was selected to be scored and
analyzed using both of the systems.
A significant relationship was found between the UCA and CSA
Systems and it was determined that the information provided by the two
systems is essentially the same.
The most frequently occurring supervisor's category in the UCA
System was 8, Provides Opinions/Suggestions, while category 5,
Observation/Information, was the most frequently occurring category in
the CSA System.
Category 12, Provides Factual Information, was the most
frequently occurring clinician's category in the UCA System and
category 11, Observation/Information, was the most frequently scored
category in the CSA System.

viii

From the analysis of the data, it was noted that the supervisor
tends to request more factual information from the clinician while the
clinician tends to request more opinions and suggestions than facts
from the supervisor.

Also, it was found that the CSA System was easier

to score while the UCA System provided the scorer with more specific
information.

IX

CHAPTER I

INTRODUCTION AND REVIEW OF LITERATURE

In recent yearsprofessionals in the field of Speech Pathology
have become concerned about the supervision of student clinicians.

A

review of the literature shows that although the professionals agree
on the importance of supervision, little is known about it and even
less is known about the supervisor-supervisee conference.
Irwin (1971) noted that the supervisory conference is a dynamic
interaction between the supervisor and the supervisee which stimulates
improved performance of the clinician.

The supervisor-supervisee

conference consists of this important interaction.

More attention must

be given to analyzing and quantifying the type of interaction which
occurs during a supervisory conference.
Presently, there are several observation and evaluation systems
available for analyzing supervisor-supervisee behaviors.

Two of the

systems are The Underwood Category System for Analyzing SupervisorClinician Behavior (UCA System) by Underwood (1974) and the Content
and Sequence Analysis of the Supervisory Session (CSA System) by Culatta
and Seltzer (1976).
Van Riper called the position of the clinical supervisor one of
the most important in the training institution.

He stated that, although

information is important, "it is in our personal interaction with the
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students we supervise that we are able to have our most important
impact.

It is in this situation that we turn students into clinicians"

(1965, p. 75).

Van Riper also noted that, although students vary in

their needs for supervision, and supervisors vary in their style of
supervising, there are similar problems that all will confront and that
guidelines for supervision could be useful.
According to Ward and Webster in their discussion on the
training of clinical personnel, it is the supervisor who is responsible
for fostering continued growth in students.

These authors (1965, p. 104)

stated that, "clinical supervision is conceived as an interactive
process between student and supervisor in which both are working
together to find the most productive ways of effecting the diagnostic
or therapeutic relationship."

This important interactive process often

occurs in the supervisor-supervisee conference.
Miner (1967) attempted to define quality supervision by listing
several components which she felt were necessary for the growth of
student clinicians.

Her list included items such as establishing

realistic goals with the student clinician and providing the student
with necessary feedback which would enable him to become increasingly
self-analytical.
Irwin (1971) noted that besides studying the clinical process
there was also a need to know more about the supervisory process.

It

was the purpose of her study to evaluate the behaviors of speech
clinician supervisors according to set criteria, such as supervisory
style, supervisor-clinician interaction, and whether supervision is
client directed or clinician directed.
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Boone and Prescott (1972) developed a behaviorally based ten
category system in which it was possible for the supervisor or the
student clinician to analyze the content and sequence of events in
therapy.

The combining of audio and/or videotapes with the Boone-

Prescott System created a useful supervisory tool.
Schubert, Miner, and Till (1973) and Schubert (1974) devised The
Analysis of Behaviors of Clinicians (ABC) System.
system consists of twelve categories.

This time based

Eight categories pertain to the

clinician's behavior, three categories pertain to the client's behavior
and the last, the category of silence, pertains to both the clinician
and the client.

The purpose of the ABC Systern is to provide the

supervisor and/or the clinician with objective and quantifiable data as
to the type and frequency of behaviors which occur in therapy sessions.
Since the development of the Boone-Prescott System and the ABC
System, there have been other attempts to develop a system for the
purpose of analyzing client-clinician interaction.
The Verbal Analysis System:

One of these is

Aid to Self-Supervision developed by

Conover (1976) as a system to be used by student clinicians when
analyzing the patterns of verbal behavior in the therapy session.
Some of the literature has come from conference reports.

In

1970, a National Conference on Supervision of Speech and Hearing
Programs in the Schools was held at Indiana University (Anderson, 1970).
The conference was an attempt to compile available information
pertaining to supervision, to discuss the type of training necessary
for the position of supervisor, and to identify supervisory needs in
school programs.

The participants in this conference suggested that all
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school systems which employ more than one speech clinician also employ
a certified and experienced professional to administer, coordinate, and
supervise the program.
In 1973, a conference was held in Wisconsin on supervision in
speech pathology (Turton, 1973).

During the conference it was suggested

that the behaviors occurring in a supervisor-supervisee conference
could be analyzed in a manner similar to the Boone-Prescott System,
which is used for analyzing client-clinician interactions.
Most of the concern about supervision of student clinicians was
directed towards analyzing therapy sessions as to client-clinician
interaction when Underwood (1974) devised The Underwood Category System
For Analyzing Supervisor-Clinician Behavior (Appendix 1).

This system

consists of nine categories which pertain to supervisor behavior, seven
categories which pertain to clinician behavior, and one category which
pertains to both supervisor and clinician behavior.

The UCA System was

designed for the purpose of analyzing the behaviors which occur during
a supervisor-supervisee conference.

Schubert and Nelson (1976) employed

this system in an attempt to investigate and describe the verbal
behaviors that occurred during a supervisor-supervisee conference.

The

results of this study indicated that problem solving behaviors accounted
for the largest percentage of behavioral types in the majority of the
observed conferences and that more supervisor than clinician talk
occurred in all the conferences.

Schubert and Nelson concluded that the

length of a supervisory conference, the types of behaviors which occurred
in a conference and the amount of clinician-supervisor talk did not
affect the effectiveness of the conference.
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Culatta and Seltzer (1976) presented a modification of the
Boone-Prescott Interaction Analysis System as a method enabling them to
discriminate trends across supervisory sessions.

The Content and

Sequence Analysis of the Supervisory Session (Appendix 2) consists of
twelve categories, six measuring supervisor behavior and six
measuring clinician behavior.

Culatta and Seltzer stated that a time

free analysis could be misleading and that it was important to measure
speaking time of each participant as well as tabulation of any silent
periods that occurred and, therefore, they incorporated both aspects
into their system.

These authors used their method of analysis as a

means of analyzing the interaction of ten supervisor-clinician pairs
for twelve weeks.

The analysis revealed that supervisors do not provide

sufficient evaluative guides and that all supervisors seem to function
in similar patterns.
The purpose of this study was to determine if a significant
relationship existed between the UCA System and the CSA System by
comparing information obtained from the two procedures.
The following research questions were asked:
1.

Is there a significant relationship among observations
obtained when comparing the entire UCA System (seventeen
categories) to the entire CSA System (twelve categories)?

2.

Is there a significant relationship among observation
obtained from each system when comparing the similar
categories of the two systems?
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3.

Is there a significant relationship among the observations
obtained from each of the ten categories of the UCA System
when each is compared to its similar category of the CSA
System?

4.

What is the relationship in rank order of the similar
categories of the two systems?

CHAPTER II

PROCEDURE

Sub jects
The subjects for this study consisted of five faculty members
and numerous student clinicians at the University of North Dakota Speech
and Hearing Clinic.

The five faculty members, all certified by the

American Speech and Hearing Association and in possession of at least
a Master's degree in Speech Pathology, were responsible for the
supervision of student clinicians.

The clinicians were students

majoring in Speech Pathology and enrolled in clinical practicum.

Equipment
Supervisory conferences were audio-tape recorded using the
supervisors' portable cassette recorders,, and analysis was-completed
using a Panasonic cassette recorder (Model RQ-309AS).

Measures
The following two behavioral systems were used to analyze
supervisor-supervisee behaviors:

The Underwood Category System for

Analyzing Supervisor-Clinician Behavior (UCA System) and the Content
and Sequence Analysis of the Supervisory Session (CSA Systern) .

The

categories of both systems are listed and defined, respectively, in
Appendices 1 and 2.
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Explanation of Systems
Although the UCA System differs from the CSA System in total
number of behavioral categories, there are categories within the two
systems which are similar.

Ten categories within the UCA System are

similar to eight categories within the CSA System.
gories are presented in Table 1.

These similar cate

The remaining categories within the

two systems are dissimilar.
When using the UCA System, the number which corresponded to each
change in behavior was recorded on the supervisory conference scoring
sheet (Appendix 3).

Data from the supervisory conference scoring sheet

was then transferred to the supervisor-clinician conference analysis
sheet (Appendix 4).
When using the CSA System to analyze a supervisory conference,
dash marks (-) were placed in the appropriate square on the CSA score
sheet (Appendix 5).

By connecting these marks the scorer is presented

with an easily interpreted graph of the types of statements made by the
supervisor and the supervisee, as well as the sequence in which the
statements appeared.
examined twice.

During the analysis, each audio-taped session was

During the first review, the talking time of one of the

participants plus any silent periods of five seconds or greater were
timed in order to determine the amount of time each participant used
during the session.

During the second review, the behaviors of each of

the participants were categorized and recorded.

Reliability
To establish intra-reliability, two random conferences were
scored a second time, by the researcher, ten days after the initial
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scoring of the conferences.

To establish inter-reliability, the tapes

of two conferences were scored by a certified Speech Pathologist
familiar with both the UCA and the CSA Systems and then compared with
the researcher's scoring of the conferences.

Intra-reliability and

inter-reliability was established at 100 percent agreement.

TABLE 1
SIMILAR CATEGORIES OF THE UCA SYSTEM
AND THE CSA SYSTEM

UCA System

CSA System

SUPERVISOR
2.

Praise .

9.

Criticism

5.
7.
6.
8.

.

1.

Good Evaluation

.........................

.

2.

Bad Evaluation

Requests Factual Information
and
....
Requests Opinions/Suggestions

.

3.

Question

4.
5.

Strategy
and
Observation/Information

9.

Question

Provides Factual Information
and
.. . .
Provides Opinions/Suggestions

CLINICIAN
11.
13.
12.
14.

Requests Factual Information
and
....
Requests Opinions/Suggestions
Provides Factual Information
and
....
Provides Opinions/Suggest ions

.

10.
11.

Strategy
and
Observation/Information

CHAPTER III

RESULTS AND DISCUSSION

Results
All research questions and their results are presented first,
followed by a discussion of the results.

Because the first three

research questions are interrelated, their results will be discussed
together.
Question 1 :

Is there a significant relationship among

observations obtained when comparing the entire UCA System (seventeen
categories) to the entire CSA System (twelve categories)?
Canonical Correlation, an analysis of the interrelations
between two sets of variables, was used to determine if there were
significant relationships among the categories of the two systems.
The analysis revealed that there were four sets of categories
within the two systems with very high canonical correlations and
significant relationships at the .01 level of confidence (Table 2).
Table 3 presents the weightings of the categories of the two systems.
A weighting of .3 or greater was chosen as a means of selecting those
categories which would be used to determine meaningful relationships.
The categories which were found to have a significant (p<, .01)
relationship are presented in Table 4.
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TABLE 2
CANONICAL RELATIONSHIPS AMONG THE 17 CATEGORIES OF THE
UCA SYSTEM AND THE 12 CATEGORIES OF THE CSA SYSTEM

Number

Eigenvalue

Canonical
Correlation

Significance

1

1.000

1.000

p < .01

2

.982

.9 91

p< .0 1

3

.969

.984

P < .0 1

4

.914

.956

P < .0 1

Question 2 :

Is there a significant relationship among

observations obtained from each system when comparing the similar
categories of the two systems?
Table 5 indicates that there were five sets of categories within
the selected similar categories of the two systems with moderate to high
canonical correlations and significant relationships at the .05 level
of confidence.
categories.

Table 6 provides the weighting of the similar

Again, a weighting level of .3 or greater was used as a

means of selecting those categories with a meaningful relationship.
These categories and their correlation coefficients are presented in
Table 7.
Question 3 :

Is there a significant relationship among the

observations obtained from each of the ten categories of the UCA System
when each is compared to its similar category of the CSA System?
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TABLE 3
WEIGHTINGS FOR CANONICAL VARIATES FOR THE 17 CATEGORIES
OF THE UCA SYSTEM WITH THE 12 CATEGORIES
OF THE CSA SYSTEM

Category

CANVAR 1

CANVAR 2

CANVAR 3

CANVAR 4

UCA SYSTEM
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

.000
1.000
-.000
.000
-.000
-.000
-.000
-.000

-.359
-.142
-.151
.240
-.726
.044
-.106
.048

.036
-.045
-.078
.391
.232
.162
-.007
-.103

-.480
-.163
.227
-.178
.289
.088
.533
.538

.000
.000
-.000
.000
-.000
.000
-.000
-.000

.115
.328
.537
.905
.283
.011
.052
.036

.389
.031
.284
.222
.385
.140
.214
.018

-.225
.161
.385
-.001
-.291
-.261
-.075
-.189

CSA SYSTEM
1
2
3
4
5
6
7
8
9
10
11
12

1.000

-.009

-.033

-.137

-.000
.000
-.000
.000
.000
-.000
.000
.000
.000

-.911
.165
.151
-.063
.043
-.034
.945
.243
.310

-.107
-.133
-.188
-.098
-.044
.026
.157
.528
.912

.667
.507
.300
.039
-.010
-.288
.045
-.449
-.289

TABLE 4
SIGNIFICANT RELATIONSHIPS BETWEEN CATEGORIES

UCA System

Category

CSA System

Category

10.

1.

Supportive (S)

2.

Praise (S)

4.

Uses Clinician's Idea (S)

11.

Observation/Information (C)

.542

5.

Requests Factual Information (S)

3.
11.

Question (S)
Observation/Information (C)

.855
.757

8.

Provides Opinions/Suggestions (S)

4.

Strategy (S)

.460

10.

Strategy (C)

.683

Question (C)

.402

Question (S)
Observation/Information (S)
Observation/Information (C)

.583
.413
.790

1.

Strategy (C)

Correlation
Coefficient

Good Evaluation (S)

.550
1.000

10.

Identifies Problem (C)

11.

Requests Factual Information (C)

9.

12.

Provides Factual Information (C)

3.
5.
11.

13.

Requests Opinions/Suggestions (C)

9.

Question (C)

.800

14.

Provides Opinions/Suggestions (C)

10.

Strategy (C)

.403

C = Clinician, S = Supervisor
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TABLE 5
CANONICAL RELATIONSHIPS AMONG THE SIMILAR CATEGORIES
OF THE UCA SYSTEM AND THE CSA SYSTEM

Number

Eigenvalue

Canonical
Correlation

Significance

1

1.000

1.000

p<.01

2

.954

.977

P<.01

3

.884

.940

p<.01

4

.655

.809

P<.01

5

.478

.691

P<.01

TABLE 6
WEIGHTINGS FOR CANONICAL VARIATES FOR THE SIMILAR
CATEGORIES OF THE UCA SYSTEM AND THE CSA SYSTEM

Category

CANVAR 1

CANVAR 2

CANVAR 3

CANVAR 4

CANVAR 6

UCA SYSTEM

2

1. 0 00

5
6
7

.000

8
11
12

13
14

-.073
-.593

.000
.000
.000
.000
.000
.000
.000

-.000

1.000

.020

.000
.000
.000

-.840
.092
.180
.790
.080
-.056

-.260
-.015
.290
.032
.760
.043

.215
-.490
-.256
.018
-.262
-.334
-.563
-.168

.344
.707
.304
.534
.310
.115
.673
.000
.564

.004
.070
.583
- .166
- .702
.070
-.273
.161
-.433

.160
.170
.003
-.280
.511
.151
.472

.191
.981
.297
.092
.148
.365
.917

-.185
.954
-.500
.881
-.293
-.039
-1.179

-.110

CSA SYSTEM
1
3
4
5
9
10
11

.000
.000
.000

TABLE 7
SIGNIFICANT RELATIONSHIPS BETWEEN THE SIMILAR CATEGORIES

UCA SYSTEM

Category

CSA SYSTEM

Category

Correlation
Coefficient

5.

Requests Factual Information (S)

3.
11.

Question (S)
Observation/Information (C)

.855
.757

6.

Provides Factual Information (S)

5.

Observation/Information (S)

.603

8.

Provides Opinions/Suggestions (S)

4.

Strategy (S)

.460

Question (S)
Observation/Information (C)

.538
.790

12.

Provides Factual Information (C)

13.

Requests Opinions/Suggestions (C)

9.

Question (C)

.800

14.

Provides Opinions/Suggestions (C)

10.

Strategy (C)

.403

C = Clinician, S - Supervisor

3.
11.
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Tables 8 through 11 present the canonical correlations and
weightings of the

similar paired categories of the two systems.

Analysis of the data revealed that there were moderate to high canonical
correlations and significance at the .01 level of confidence in all
cases except one (note *, Table 11).

The asterisk indicates that there

was not a significant canonical correlation between category 14 of the
UCA System and category 10 of the CSA System, even though there exists
a correlation coefficient of .403, indicating a significant relation
ship .
The reason for the listing of CANVAR 2 in Table 9 is that the
high weightings between categories 6 and 5 were such as to hide the
weightings between categories 8 and 4.

Table 12 presents the correlation

coefficients of the categories among which there were significant
relationships.
Question 4 :

What is the relationship in rank order of the

similar categories of the two systems?
The mean occurrence for each of the paired categories of the
two systems

is presented in Table 13.

Analysis of the data revealed

that the mean occurrence is similar for those categories which have
a significant relationship.

The similar categories are presented in

their rank order in Table 14.

Discussion
The results of the first three research questions will be
discussed together since the questions are interrelated and much of the
resulting information is repeated.

TABLE 8
WEIGHTINGS FOR CANONICAL VARIATES FOR THE SIMILAR PAIRED CATEGORIES
OF THE UCA SYSTEM (5 & 7) AND THE CSA SYSTEM (3)

Number

1

Eigenvalue

.864

Canonical
Correlation

.929

Significance

p<.01

Coefficients for Canonical Variables of the UCA System
Category
5
7

Requests Factual Information (S)
Requests Opinions/Suggestions (S)

CANVAR 1
.923
.392

Coefficients for Canonical Variables of the CSA System

3

Question (S)

S = Supervisor

1.000

£

TABLE 9
WEIGHTINGS FOR CANONICAL VARIATES FOR THE SIMILAR PAIRED CATEGORIES
OF THE UCA SYSTEM (6 & 8) AND THE CSA SYSTEM (4 & 5)

Number

1

2

Eigenvalue

Canonical
Correlation

.605
.463

.366
.215

P < .01
P<.01

Coefficients for Canonical Variables of the UCA System
Category
6
• 8

Provides Factual Information (S)
Provides Opinions/Suggestions (S)

CANVAR 1
1.000
.021

CANVAR 2
.047
1.002

Coefficients for Canonical Variables of the CSA System

4
5

Strategy (S)
Observation/Information (S)

S = Supervisor

-.068
.989

Significance

1.000
.186

TABLE 10
WEIGHTINGS FOR CANONICAL VARIATES FOR THE SIMILAR PAIRED CATEGORIES
OF THE UCA SYSTEM (11 & 13) AND THE CSA SYSTEM (9)

Number

1

Eigenvalue

.816

Canonical
Correlation

.903

Coefficients for Canonical Variables of the UCA System
Category
11
13

Requests Factual Information (C)
Requests Opinions/Suggestions (C)

CANVAR 1
.464
.896

Coefficients for Canonical Variables of the CSA System

9

Question (C)

C = Clinician

1.000

Significance

p <.01

TABLE 11
WEIGHTINGS FOR CANONICAL VARIATES FOR THE SIMILAR PAIRED CATEGORIES
OF THE UCA SYSTEM (12 & 14) AND THE CSA SYSTEM (10 & 11)

Number

Eigenvalue

1
2

.723
.069

Canonical
Correlation

.850
.263*

Significance

p < .01
p > .05

Coefficients for Canonical Variables of the UCA System
o
Category
12
Provides Factual Information (C)
14
Provides Opinions/Suggestions (C)

CANVAR 1
.876
.354

Coefficients for Canonical Variables of the CSA System

10
11

Strategy (C)
Observation/Information (C)

C = Clinician

.289
.901

TABLE 12
SIGNIFICANT RELATIONSHIPS BETWEEN PAIRED CATEGORIES

UCA SYSTEM

Category

CSA SYSTEM

Category

Correlation
Coefficient

5.

Requests Factual Information (S)

3.

Question (S)

.855

6.

Provides Factual Information (S)

5.

Observation/Information (S)

.603

8.

Provides Opinions/Suggestions (S)

4.

Strategy (S)

.460

11.

Requests Factual Information (C)

9.

Question (C)

.402

13.

Requests Opinions/Suggestions (C)

9.

Question (C)

.800

12.

Provides Factual Information (C)

11.

Observation/Information (C)

.790

14.

Provides Opinions/Suggestions (C)

10.

Strategy (C)

.403

C = Clinician, S = Supervisor
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TABLE 13
MEAN OCCURRENCE FOR THE PAIRED CATEGORIES
OF THE TWO SYSTEMS

UCA SYSTEM
Category

CSA SYSTEM
X

Category

X

Supervisor
2.

Praise

.530

1.

Good Evaluation

.530

9.

Criticism

.000

2.

Bad Evaluation

.000

5.

Requests Factual
Information

1.853
3.

Question

3.206

7.

Requests Opinions/
Suggestions

1.088

6.

Provides Factual
Information

1.765

4.

Strategy

2.588

8.

Provides Opinions/
Suggestions

7.059

5.

Observation/
Information

4.059

9.

Question

1.559

.941

Clinician
11.

Requests Factual
Information

13.

Requests Opinions/
Suggestions

1.324

12.

Provides Factual
Information

4.324

10.

Strategy

14.

Provides Opinions/
Suggestions

3.265

11.

Observation/
Information

.235

5.353

TABLE 14
RANKED ORDER OF SIMILAR CATEGORIES

CSA SYSTEM

UCA SYSTEM
X

Category

Category

X

Provides Opinions/Suggestions (S)

7.059

11.

Observation/Information (C)

5.353

12.

Provides Factual Information (C)

4.324

5.

Observation/Information (S)

4.059

14.

Provides Opinions/Suggestions (C)

3.265

3.

Question (S)

3.206

5.

Requests Factual Information (S)

1.853

4.

Strategy (S)

2.588

6.

Provides Factual Information (S)

1.765

9.

Question (C)

1.559

13.

Requests Opinions/Suggestions (C)

1.324

10.

Strategy (C)

.941

7.

Requests Opinions/Suggestions (S)

1.088

1.

Good Evaluation (S)

,530

2.

Praise (S)

,530

2.

Bad Evaluation (S)

.000

Requests Factual Information (C)

.235

Criticism (S)

.000

8.

11.
9.

C = Clinician, S = Supervisor

24
Through the analysis of the data, it was discovered that there
were a number of significant relationships among the categories of the
two systems.

The three following relationships were noted when all the

categories of the UCA System were compared to all the categories of the
CSA Systern.
First, the data revealed that there was a significant relationship
and a correlation coefficient of .550 between the UCA category 1,
Supportive (S), and the CSA category 10, Strategy (C).

One explanation

for this relationship is that the category of Strategy is very similar
to the UCA category 14, Provides Opinions/Suggestions (C), and during
the scoring of the sessions with the UCA System it was noted that
supportive behavior frequently followed opinions and suggestions made
by the clinician.

Therefore, it could be assumed that since there

seems to be a strong relationship between the two UCA categories,
Supportive and Provides Opinions/Suggestions, there would also be a
significant relationship between Supportive and the CSA category
Strategy.
Second, the relationship between the UCA category 4, Uses
Clinician's Idea (S), and the CSA category 11, Observation/lnformation
(C), was unexpected.
.542.

These categories had a correlation coefficient of

This relationship can be supported by the view that as the

clinician was engaged in making statements relevant to the therapeutic
interaction, the supervisor participated in the discussion by repeating,
clarifying and/or extending the clinician's statements and ideas..
A third relationship, between the UCA category 10, Identifies
Problem (C), and the CSA category 10, Strategy (C), was also unexpected.
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These categories had a correlation coefficient of .683.

The

relationship of these two categories may be explained on the basis of
each category's definition.

The UCA category, Identifies Problem, is

composed of statements made by the clinician which show recognition
of a problem requiring a solution, while the CSA category of Strategy
includes any statement or suggestion made by the clinician for future
intervention or justification of past intervention.

Either way, the

clinician's statements are in regard to a recognized problem.
The UCA category 2, Praise (S), was found to be perfectly
correlated (1.000) with the CSA category 1, Good Evaluation (S).

This

relationship is not surprising since the categories' definitions are
virtually the same.

It should be noted that the praise or good

evaluation refers to behaviors of the clinician only.
The UCA category 5, Requests Factual Information (S), was found
to have a significant relationship with two categories in the CSA System.
With category 3, Question (S), a correlation coefficient of .855 was
found and with category 11, Observation/Information (C), a correlation
of .757 was noted.

The relationship between the UCA category 5 and the

CSA category 3 was expected since both are requests for information.
As will be discussed later, the category Question is quite broad and
includes a request for factual information as well as opinions and
suggestions.

Therefore, it was anticipated that category 3, Question,

would also have a significant relationship with the UCA category 7,
Requests Opinions/Suggestions (S), but this x?as not found to be so.
In fact, these two categories had a low correlation coefficient of
.358.

On the basis of this information, one can make the assumption
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that supervisors request more factual information than opinions and
suggestions from the clinician.
The relationship between the UCA category 5, Requests Factual
Information (S), and the CSA category 11, Observation/lnformation (C),
was not foreseen.

The relationship can be explained by the fact that

in category 5 the supervisor is requesting factual information from
the clinician and the clinician then responds with a factual type
remark, Observation/Information.

As will be seen later, the category

of Observation/Information is more strongly related to providing
factual information than it is to providing opinions and suggestions.
On this basis, the relationship between these two categories is
understandable.
The UCA categories 6, Provides Factual Information (S), and 8,
Provides Opinions/Suggestions (S), were originally chosen as equivalent
in meaning to the CSA categories 4, Strategy (S), and 5, Observation/
Information (S).

The researcher assumed that either of the CSA

categories could include factual or opinion statements.

The analysis

differentiated the relationship between the four categories and
revealed that there was a significant relationship and a moderately
high correlation coefficient of .603 between the UCA category 6,
Provides Factual Information (S), and the CSA category 5, Observation/
Information (S), while the remaining UCA category 8, Provides Opinions/
Suggestions (S), was significantly related with a correlation
coefficient of .460 to the CSA category 4, Strategy (S).
This data allows one to make the assumption that the CSA
category of Observation/Information; deals'more with factual statements,
while the CSA category of Strategy includes suggestions and opinions.
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The CSA category 9, Question (C) , was noted to have significant
relationships with the UCA categories 11, Requests Factual Information
(C), and 13, Requests Opinions/Suggestions (C).

This relationship was

anticipated because the category of Question is broad, as was previously
mentioned, and can include a request for factual information or
opinions.
There is a higher correlation (.800) between categories 9,
Question (C), and 13, Requests Opinions/Suggestions (C), than there is
for 9 and 11, Requests Factual Information (C) (.402).

This information

allows one to conclude that the clinician requests more opinions and
suggestions than factual information from the supervisor.
One should be aware of the difference in questioning between the
supervisor and the clinician.

As was indicated earlier, the supervisor

tends to request more factual type information from the clinician,
while the clinician tends to request more opinions and suggestions from
the supervisor.
The supervisor's CSA category 3, Question, was found to have a
significant relationship only with the UCA category 5, Requests Factual
Information (S), not with the UCA category 7, Requests Opinions/
Suggestions (S), while the clinician's CSA category 9, Question, was
found to have a significant relationship with both the UCA categories
11, Requests Factual Information (C), and 13, Requests Opinions/
Suggestions (C).
UCA categories 12, Provides Factual Information (C), and 14,
Provides Opinions/Suggestions (C), were expected to be significantly
related to categories 10, Strategy (C), and 11, Observation/Information
(C) in the CSA System.

As was noted earlier with the counterpart
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supervisor categories, a significant relationship was found between
categories 12, Provides Factual Information, and 11, Observation/
Information, and categories 14, Provides Opinions/Suggestions, and 10,
Strategy.

Again, one can assume that the category of Observation/

Information deals with facts, while Strategy includes more opinions and
suggestions.
Two additional relationships were revealed by the analysis.
These relationships were not anticipated but there is a possible
explanation.

The UCA category 12, Provides Factual Information (C), was

found to be not only significantly related to the CSA category 11,
Observation/Information (C), as was just mentioned, but also to CSA
categories 3, Question (S), and 5, Observation/Information (S).
As was noted earlier, when the supervisor questions the clinician
he tends to request factual information, therefore, upon questioning by
the supervisor, the clinician responds with factual type statements.
This accounts for the significant relationship and a correlation of
.538 between the UCA category 12, Provides Factual Information (C), and
the CSA category 3, Question (S).
As previously noted, the CSA category 5, Observation/Information
(S), was found to have a significant relationship with the UCA category
6, Provides Factual Information (S), and this relationship was expected,
but the relationship and the correlation of .413 between the CSA
category 5 and the UCA category 12 was not anticipated.

This relation

ship of the supervisor providing factual information in the CSA System
and the clinician providing factual information in the UCA System can
be explained on the basis that each category is independently related to
a third category, and consequently, indirectly related to each other.

29
Only similar categories of the two systems were used for
ranking purposes.

The analysis revealed that the most frequently

occurring supervisory category in the UCA System was category 8,
Provides Opinions/Suggestions, with a mean occurrence for each session
of 7.059.

The most infrequent supervisory category was 9, Criticism,

with no occurrences in any of the scored sessions.
The most frequently occurring supervisory category in the CSA
System was category 5, Observation/Information, with a mean occurrence
per session of 4.059.

The most infrequent supervisory category was 2,

Bad Evaluation, and like its counterpart in the UCA System, no
occurrence was scored in any of the 34 sessions.
There is no significant relationship between the two most
frequently scored supervisory categories of the two systems.
Category 12, Provides Factual Information, was the most
frequently occurring clinician's category in the UCA System, with a
mean occurrence of 4.324 for each session.

Category 11, Requests

Factual Information, was the least frequently occurring category, with
a mean of occurrence of .235 per session.
Category 11, Observation/Information, was the most frequently
occurring clinician's category in the CSA System, with a mean of
occurrence of 5.353 per session.

The least frequently scored

clinician's category was 10, Strategy, with a mean of occurrence per
session of .941.
It can be noted that the most frequently occurring clinician
categories have a significant relationship and are highly correlated
with a correlation coefficient of .790.
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Similarities and Differences of the Two Systems
Although both of the systems were designed with the same purpose
in mind, that of scoring and analyzing the behaviors which occur in a
supervisor-supervisee conference and providing a method of discriminating
trends which occur across supervisory sessions, several differences
were noted between the two systems.
The most striking difference, as mentioned earlier, is that the
UCA System contains 17 categories; 9 categories pertain to the supervisor,
7 to the clinician, and 1 category pertains to both the supervisor and
the clinician.

The CSA System contains 12 categories, 6 each applying

to the supervisor and the clinician.
In reviewing the categories of the two systems, it was evident
that there are categories among the systems which appear to be very
similar (Table 1).

In comparing the similar categories, it was noted

that the UCA System contains very specific categories while the CSA
categories are more broad and general in content.
example is the CSA category of Question.

A very obvious

This category refers to ahy

type of question asked, while the UCA System breaks down questioning
into requests for factual information and requests for opinions and
suggestions.
It was also noted that the CSA System contained some very vague
categories, such as the category of Observation/Information.

This

category is defined as any statement made by the supervisor or the
clinician, relevant to the therapeutic interaction that is not
evaluating, questioning, or suggesting strategy.

It was very difficult

to determine just what type of statement would fit this category.

It
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was presumed by the researcher that opinions would fit this category^
but the data indicated that factual statements, rather than opinions
and suggestions, were highly correlated with this category.
The CSA category of Strategy is also vague in the sense that it
can include any statement or suggestion made for future therapeutic
intervention as well as justification of past intervention.

Therefore,

the category can include both factual statements and opinions and
suggestions.
The fact that the categories contained in the UCA System are
more definitive suggest that, during analysis, this system will provide
the analyzer with more specific information than the CSA System.
Both of the systems allow for silent periods occurring during
the conferences, but do so in a different manner.

The CSA System

defines a silent period as 5+ seconds of silence, and this is to be
charted by leaving a box blank on the rating form.

Culatta and

Seltzer (1976) stated that 5+ seconds was chosen because research had
shown that this was the maximal time needed

to

formulate an answer to

a question.
The UCA System includes a category entitled Silence or Confusion
which is scored x^hen there is silence or the supervisor and the
clinician are talking at the same time so that it is difficult to
categorize a behavior specifically.

An exception is when the silence

seems to produce defensiveness which would then be scored as either
category 9, Criticism, or category 16, Negative Social Behavior.' Many
problems are inherent in the scoring of this category.

First, the

scoring requires subjective interpretation by the scorer; second, the
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length of time to be considered as silence is not stated, therefore,
the scorer could feasibly choose any length of time (i.e., four minutes)
to constitute a silent period; and third, in analyzing the session the
analyzer would be unable to determine if it were silence or confusion
which occurred in a particular session.
The systems also differ in the method used in scoring and
analyzing a session.

In scoring the UCA System, the category number

which best corresponds to the particular statement made is recorded on
the supervisory conference scoring sheet (Appendix 3).

This data is

then transferred to the supervisor-clinician conference analysis sheet
(Appendix 4) which provides the analyzer with indepth information on the
session.
To score the CSA System, a dash mark (-) is placed in the
appropriate square on the CSA score sheet (Appendix 5) corresponding to
the type of statement made.

No final analysis sheet is provided.

It was the'researcher's opinion that the UCA System was more
difficult to score and more difficult to obtain a picture of the
sequence and type of events occurring from the conference score sheet.
The final analysis form provided the scorer with valuable information.
The CSA System was very easy to score and it provided the scorer
with an easily interpreted graph of the types and sequence of statements
made.

The fact that no formal analysis form was provided for the scorer

and that many of the categories are vague, causes analysis of the session
to be difficult.
Culatta and Seltzer (1976) stated that a time free analysis was
misleading and to compensate for this problem they suggested timing the
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talk time of one of the participants to determine the amount of time
each participant spent in the interchange.
The UCA System does not deal with time, but in the final
analysis refers to talk ratio which provides a ratio between the number
of categories scored for the supervisor and the clinician.

CHAPTER IV

SUMMARY AND CONCLUSIONS

Clinical supervision is an interactive process between the
supervisor and the student clinician in which both are working together
to find the most productive ways of improving the diagnostic or
therapeutic relationship.

Methods which enable analysis of supervisory

conferences are, therefore, of great potential value.
The purpose of this study was to determine if there exists a
significant relationship between the UCA System and the CSA System and
to compare the information obtained from the two procedures.
The subjects were five faculty members and numerous student
clinicians at the University of North Dakota Speech and Hearing Clinic.
Thirty-four supervisory conferences were audio-tape recorded in the
supervisors' offices.

The second five minutes of each conference was

scored and analyzed using both of the systems.
The following is a summary of the results of this research:
1.

When comparing the entire UCA System to the entire CSA
System, it was determined that there were four sets of
categories within the two systems with significant canonical
relationships at the .01 level of confidence.

2.

When comparing the similar categories of the two systems, it
was determined that there were five sets of categories with
significant canonical relationships at the .05 level of
confidence.
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3.

When comparing the observations obtained from each of the
ten categories of the UCA System and the similar eight
categories of the CSA System, a significant relationship at
the .01 level of confidence was noted in all but one case.

4.

The most frequently scored supervisory category in the UCA
System was category 8, Provides Opinions/Suggestions, and in
the CSA System category 5, Observation/Information.

These

two categories were found to have no meaningful relation
ship .
5.

The most frequently scored clinician category in the UCA
System was category 12, Provides Factual Information, and
in the CSA System category 11, Observation/Information.
These two categories were found to have a significant
relationship and a high correlation coefficient of .790.

6.

The UCA System contains more definitive categories.
Consequently, the scorer is provided with more specific
information.

7.

The CSA System was found to be easier to score, and provides
the scorer with an easily read and interpreted graph.

From the results of this study, it was concluded that there is
a significant relationship between the UCA and CSA Systems and that the
information provided by the two systems is essentially the same.
Recommendations for further research in the area of supervision:
1.

A comparison of supervisory conferences, conducted by
experienced and inexperienced supervisors, is recommended
to determine if there are differences in behaviors exhibited.
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2.

A comparison of supervisory conferences of experienced and
inexperienced clinicians is suggested to determine if there
are behavioral differences on the part of the supervisor as
well as the clinician.

3.

It is recommended that a comparison of supervisory
conferences, between the same supervisor and student
clinician over an extended period of time be conducted
to determine whether the behaviors of both participants
change with time or remain essentially the same.

4.

It is recommended that an effectiveness rating scale,
completed by the participants of a supervisory conference,
be used in conjunction with a method for analyzing
supervisory conferences in order to identify those behaviors
which constitute an effective and ineffective supervisory
conference.

APPENDIX 1

THE UNDERWOOD CATEGORY SYSTEM FOR ANALYZING
SUPERVISOR-CLINICIAN BEHAVIOR
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Supervisor Behavior

Category 1
Supportive.

Supervision talk which enhances the supervisor-

clinician relationship.

This category does not include praise.

Supervisor behaviors which encourage the clinician to continue talking
(e.g., "mmhmm") are categorized Supportive.

In instances where

superior supportive behavior is followed immediately by another
supervisor behavior, the supportive behavior is not scored.
"Mmhm, that was a good idea."

(E.g.,

This sequence is scored 2, not 1, 2.)

Category 2
Supervisory behavior which connotes positive value judgement is
categorized Praise.
thoughts.

This may relate to the clinician's behaviors or

Supervisor praise of client or other person's behavior (e.g.,

"Her /r/ sounds good."

or "He (parent) is really helping at home.") is

categorized Provides Opinions, not Praise.

Category 3
Identifies Problem.

Supervisor statements which help pin-point

a problem requiring some kind of solution.

The word "problem" need not

be in the statement.

Category 4
Uses Clinician's Ideas.
or develops clinician's thoughts.

Supervisor repeats, clarifies, extends,
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Category 5
Requests Factual Information.
information.

This category is factually oriented and not concerned

with opinions.
(client)?"

Supervisor attempts to gain

The question, "How did you (clinician) respond to her

is categorized as Request for Factual Information, since

what has already occurred is fact and cannot be changed.

The question,

"How would you respond to that behavior next time?" is categorized as
Request for Opinions/Suggestions.

Category 6
Provides Factual Information.

Supervisor behavior much like

Category 5, only the Supervisor is giving instead of asking for
information.

Any lecture-type behavior is included here.

Category 7
Requests Opinions/Suggestions.

Supervisor attempts to learn

clinician's feelings, thoughts, or ideas.

This category includes

supervisor behavior which asks the clinician to analyze, evaluate, or
think about alternative procedures.

Category 8
Provides Opinions/Suggestions.

Supervisor behavior much like

Category 7, only the supervisor is giving instead of asking for analysis,
evaluation, or alternative procedures.
feelings, thoughts, or ideas.

Included here are supervisor's
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Category 9
Criticism.

Supervisor behavior which connotes negative value

judgement is categorized Criticism.
behaviors or thoughts.

This may relate to the clinician's

Supervisor criticism of any other person is

categorized Provides Opinion, not Critic ism.

Clinician Behavior

Category 10
Identifies Problem.

Clinician behavior which helps pin-point

or shows recognition of a problem requiring some kind of solution.
word "problem" need not be in the statement.

Category 11
Requests Factual Information.
information.

Clinician attempts to gain

This category is factually oriented and not concerned

with therapy techniques.

The question, "Is it O.K. to have therapy

outside?" is categorized Requests Factual Information.

"What would

you have done in that situation?" is scored Requests Opinions/
Suggestions.

Category 12
Provides Factual Information.

Clinician behavior much like

Category 11, only the clinician is giving instead of asking for
information.

The

42
Category 13
Requests Opinions/Suggestions.

Clinician attempts to learn

supervisor's feelings, thoughts, or ideas.

This category includes

clinician behavior which asks the supervisor to analyze or evaluate
therapy techniques.

Category 14
Provides Op inions/Suggestions.

Clinician behavior much like

Category 13 only the clinician is giving instead of asking for analysis
evaluation, or alternative procedures.

Included here are clinician's

feelings, thoughts, or ideas.

Category 15
Positive Social Behavior.
counterpart to Category 1.

Clinician behavior which is the

Statements which convey agreement by choice

are categorized here, but those that indicate compliance related to
supervisor's authority are Negative Social Behavior.

Category 16
Negative Social Behavior.

Clinician behavior which tends to

produce tension, convey defensiveness, or is disruptive.

Compliance

related to supervisor's authority and rationalization are included here

Category 17
S H e n c e or Confusion.

This category is used when there is

silence or both supervisor and clinician are talking at the same time,
so that it becomes impossible to categorize behavior specifically.
exception would be when there is silence that seems to produce
defensiveness (either Category 9 or 16).

An

APPENDIX 2

CONTENT AND SEQUENCE ANALYSIS OF THE SUPERVISORY SESSION
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Supervisor Behavior

Category 1
Good Evaluation.

Supervisor evaluates observed behavior or

verbal report of trainee and gives verbal or nonverbal approval.
Example:

"You did a good job in reinforcing the correct production of

the /r/ sound."

Category 2
Bad Evaluation.

Supervisor evaluates observed behavior or

verbal report of trainee and gives verbal or nonverbal disapproval.
Example:

"You made a mistake by not reinforcing correct productions

of the /r/ sound."

Category 3
*

Question.

Any interrogative statement made by the supervisor

relevant to the client being discussed.

Example:

"Why did you choose

candy as a reinforcer?"

Category 4
Strategy.

Any statement made by the supervisor given to the

clinician for future therapeutic intervention.

Example:

"I think you

will probably keep his attention longer if you give him a piece of candy
for a correct response."

Category 5
Observation/Information.

Provision by the supervisor of any

relevant comment pertinent to the therapeutic interaction that is not
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evaluating, questioning, or providing strategy.

Example:

"It appeared

that when you sat on the floor the child gave more correct responses."

Category 6
Irrelevant.

Any statement or question made by the supervisor

which has no direct relationship to the supervisory process.

Example:

"Pittsburgh sure is a beautiful city in the fall."

Clinician Behavior

Category 7
Good Self-Evaluation.

Clinician provides a positive statement

about his own behavior or strategy.

Example:

"Sitting on the floor

was a really good idea with this child."

Category 8
Bad Self-Evaluation.

Clinician provides a negative statement .

about his own behavior or strategy.

Example:

"Boy, it was dumb to sit

on the floor with this child."

Category 9
Question.

Any interrogative statement made by the clinician

relevant to the client being discussed.

Example:

"Do you think I

should sit on the floor with this child?"

Category 10
Strategy.

Any statement or suggestion made by the clinician

for future therapeutic intervention or justification of past therapeutic
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intervention.

Example:

"I think in the next session he would pay more

attention if I positioned him so that we maintained better eye contact."

Category 11
Observation/Information.

Any statement made by the clinician

relevant to the therapeutic interaction that is not evaluating,
questioning, or suggesting strategy.

Example:

"I noticed that when

he looks at me he can follow directions better."

Category 12
Irrelevant.
which has

no

Any statement or question made by the clinician

direct relationship to the supervisory process.

Example:

"It sure looks like the Steelers are going to win the Super Bowl."

APPENDIX 3

SUPERVISOR CONFERENCE SCORING SHEET
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Supervisor: _________
Clinician: __________
Date: _______________
Length of Conference:

#

APPENDIX 4

SUPERVISOR-CLINICIAN CONFERENCE
ANALYSIS SHEET
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SUPERVISOR-CLINICIAN
CONFERENCE ANALYSIS SHEET

Supervisor:
Clinician:
Date:
Length of Conference:

Clinician Category Counts
Category
# of Events

Supervisor Category Counts
Category
# of Events
2
3
4
5
6
7
8
9
Supervisor
Significant
Total (SST)

10
11
12
13
14
16

SST
ST =

7=

Clinician
Significant
Total (CST)

=

CST
ST =

%

SIGNIFICANT TOTAL (ST-Grand Total Minus Categories 1 and 15) =

Category

# of Events

17

___________

1

___________

15
GRAND TOTAL (GT-Total Events in Session) =

Summary Data
Supervisor Talk : Clinician Talk
_____ :_______ %
Supervisor Supportive Behavior (Cat. 1 4 GT)
____________ %
Supervisor Praise (Cat. 2 4 GT)
„ ____________ %
Supervisor Good Eval. (Cat. 14 followed by 2 or 4) 4 14
%
Supervisor Use of Clinician Ideas (Cat. 4 4 GT)
°/0
Supervisor Use of Criticism (Cat. 9 4 GT)
°k
Supervisor Request for Factual Information (Cat. 5 4 GT)
_____________ %
Supervisor Request for Opinions/Sugg. (Cat. 7 4 GT)
%
Factual Information Exchange (5-6-11-12) 4 GT
____________ %
Problem Solving Behavior (3-7-8-10-13-14) 4 GT
____________ %

APPENDIX 5

CSA SCORE SHEET
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Date:

Name:
Time:

Supervisor
Clinician
Silence

Supervisor
1. Good Evaluation
2. Bad Evaluation
3. Question
4. Strategy
5. Obs/info
6. Irrelevant

To tal

Clinician
7. Good Self-eval.
8. Bad Self-eval.
9. Question
10. Strategy
11. Obs/info
12. Irrelevant
Supervisor
1. Good Evaluation
2. Bad Evaluation
3. Question
4. Strategy
5. Obs/info
6. Irrelevant

To tal

Clinician
7. Good Self-eval.
8. Bad Self-eval.
9. Question
10. Strategy
11. Obs/info
12. Irrelevant
Supervisor
1. Good Evaluation
2. Bad Evaluation
3. Question
4. Strategy
5. Obs/info
6. Irrelevant
Clinician
7. Good Self-eval.
8. Bad Self-eval.
9. Question
10. Strategy
11. Obs/info
12. Irrelevant

To tal
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